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Physi cal activity (PA) is defined as "any bodily movement produced by skeletal muscles that results in a substantial increase over resting energy expenditure." 1 It is well accepted that regular PA is beneficial to health and is an important modifiable risk factor in several chronic conditions such as diabetes, certain types of cancer, and bone and joint diseases, obesity, hypertension, and depression. 2, 3 In cerebral palsy (CP), "a group of permanent disorders of the development of movement and posture, causing activity limitation…," 4 the data suggest that one important health benefit of PA may be a reduction in the incidence of additional health problems or complications. Using data from a postal survey of 406 adults with CP (aged 18 -72 yrs) without intellectual disabilities, Jahnsen et al. 5 showed that being physically active (vs. not being active) was 70%-100% more frequent in individuals with a low prevalence for deterioration of walking skills, chronic fatigue, or chronic pain. In their sample of 63 communitydwelling women with CP (37.7 Ϯ 12.7 yrs, mean Ϯ 1 SD), Turk et al. 6 reported that hip and back deformities limited PA.
Because PA may positively influence the health of adults with CP, it is important to describe and understand the role of factors associated with being physically active in this group. Walking ability (WA), for example, is one of the most frequently noted factors that is positively related to PA in this population. [5] [6] [7] [8] [9] [10] Turk et al. 6 reported that women with CP who walked were more likely to report engaging in PA than those who did not walk or who used a wheelchair, whereas Johnson et al. 8 found PA, as derived from metabolic energy expenditure, to be 36% higher in adults (19 -57 yrs) with CP who walked unassisted when compared with those who used a wheelchair or other mobility device. Heller et al., 11 on the other hand, did not find the level of WA to be significantly related to the level of PA. In this study, however, the survey respondents were the caregivers of adults with CP (n ϭ 83, 30 -79 yrs). The authors reported that the caregivers' beliefs regarding the benefits of exercise for the adult with CP under their care was the factor most related to the frequency of planned PA while no personal factors were found to be relevant. It should be noted, however, that only 13% of the adults with CP were reported to walk and that no separate analysis of the walkers and nonwalkers was done.
Although most of the literature in CP supports a positive relationship between WA and PA, to the best of our knowledge, only one study further examined the interrelationships between WA and other factors. Jahnsen et al. 5 used a multidimensional analysis with sex, age, WA, and learned personal responsibility for personal health as the independent factors potentially related to PA. Only learned personal responsibility for health was found to be a significant contributor to the odds of being active. Age and WA, which were significant factors in the individual analyses, were no longer significant in the multidimensional analysis. Sex remained nonsignificant as in the individual analyses. Although not specifically commented on by the authors, their results show that age and WA contributions to PA were included in the learned personal responsibility variable because learned personal responsibility for personal health, for example, may develop with age.
In summary, it is well known that PA, which typically includes walking-related physical activities, is related to health in the general population. In adults with CP, however, only limited information is available about which health-related factors are associated with PA because few factors other than WA have been studied. Knowledge of these factors, especially those related to additional health problems or complications, would be of value to clinicians interested in using PA as a treatment modality. Such information would also be of value to researchers interested in developing models of the determinants and effects of PA in this population. The objective of this study was thus to explore what factors in addition to WA (e.g., additional health problems or complications, general health, and sociodemographic status) may be related to PA in adults with CP.
METHODS Participants
All previous clients of the local children's rehabilitation center who had a diagnosis of CP, who were adults (Ͼ18 yrs old) at the time of the study and who had been discharged from the local center between January 1, 1985, and December 31, 2004, were eligible for participation, with the exception of clients who had been discharged because of transfer to another center. We identified potential participants through their health records. Of the initial 604 potential participants, 60 were excluded because they had been discharged from the local center because of transfer to another center (i.e., they were discharged not because they were adults but because of the transfer). Using the most recent contact information, staff in Health Records attempted to reach the remaining families or guardians (n ϭ 544) to explain the study and to obtain current contact information for the potential participant and permission to relay this information to the research team. The Health Records staff reported that 27 individuals had died and that another 243 could not be contacted. Of the remaining www.ajpmr.com Physical Activity in Cerebral Palsy 274 potential participants, 186 agreed to be contacted by the research team, and 132 participated in this study. The local institutional review board approved the study. The participants, or their legal guardian, gave signed, informed consent form to participate. This study is part of a larger project on the social participation of adults with CP.
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Data Collection
We developed a questionnaire to obtain sociodemographic information; to identify health problems and their evolution; and to gather information on lifestyle, the use of community services, and the level of satisfaction with these services. A pretest conducted with four subjects led to minor changes in the questionnaire. PA was explained to the respondents "as activities or tasks that made the individual breathe hard, sweat, or feel tired in the arms or legs." The level of PA was defined as the number of days per week that the individual engaged in any type of PA. This method of quantifying PA has been used in previous studies with adults with CP 11 and has been shown to have construct validity and high test-retest reliability (r ϭ 0.85). 11 The individuals themselves (n ϭ 79) or their primary caregiver (n ϭ 53) completed the questionnaire. We used the proxy respondent when the participant was unable to answer the questions himself or herself because of a severe intellectual impairment. The use of proxy respondents allowed us to include individuals with severe intellectual impairment in our sample. Each respondent decided personally whether to respond by mail or by a telephone or a face-toface interview. We chose to have multiple response methods to avoid a selection bias resulting from using only one method. Eighty-two respondents completed the questionnaire over the telephone, 27 in a face-to-face interview, and 23 completed and returned the questionnaire by mail. This study is part of a larger project, the Quebec CP adult study, that is investigating factors affecting social participation and community integration in this cohort.
Statistical Analysis
As preliminary analysis, we used logistic regression to examine the impact of the person answering the questions (the participant or a proxy) on the responses (Table 1 ) and a 2 test to determine the impact on responses of the method of answering the questions (telephone, face-to-face interview, or by mail).
For the more in-depth analysis, we used logistic regression to determine factors that discriminated between the participants who were active (n ϭ 101 who reported that they engaged in PA, independent of the frequency) and inactive (n ϭ 31 who reported that they did not engage in any PA). The main outcome measure was the odds ratio (OR). In the present context, the OR indicated the extent to which being active was associated with a given factor. An OR Ͼ1 indicates that the factor was associated with increased activity; an OR Ͻ1 indicates that the factor was associated with decreased activity. Although we used a significance level of ␣ ϭ 0.05, we reported findings where P Ͻ 0.08 to allow potentially important information within the limits of this study to be included. The data were analyzed with SAS proc logistic.
WA was assessed using a self-or proxy assessment of the most frequently used means of selftransport: (1) walking without an assistive device, (2) walking with an assistive device, (3) using a manual wheelchair, and (4) using a power wheelchair. The proxy was used only when the individuals were unable to answer for themselves. Nonwalkers were the individuals who used a wheelchair (n ϭ 53). Walkers were those who walked, with or without an assistive device (n ϭ 79).
For the first step in the more in-depth analyses, WA was the sole independent variable. In the second step, 30 independent variables (Tables 2-4) from the general questionnaire were chosen as having potential relevance to PA. Variable selection was based on data in the general population 13, 14 and in adults 5, 6, 8, 10, 11 and children 7, 9 with CP. To determine whether these additional independent variables yielded information related to PA that was not accounted for by the WA variable, each additional variable was combined with WA. To determine whether additional factors relevant to PA differed for those who walked and those who did not walk, three separate logistic regressions (all participants, walkers, and nonwalkers) were performed for each additional independent variable. The results, especially for the nonwalking group, were often slightly above the traditional ␣ criterion (␣ ϭ 0.05) for reporting findings. As noted above, www.ajpmr.com Physical Activity in Cerebral Palsy this criterion was enlarged somewhat (␣ ϭ 0.08) to allow potentially important information within the limits of this study to be included. To avoid misinterpretation of the analyses, the exact probability values are reported (Tables 5 and 6 ), and only those findings with P Ͻ 0.05 are termed "significant." Most variables were dichotomous. The self-or proxy assessment of health, however, was based on a five-point scale (poor, fair, good, very good, and excellent). The age of the participants was categorized as Յ25 yrs, 26 -31 yrs, Ն32 yrs. We used these age categories because they are three distinct categories that can be easily interpreted (i.e., mid20s and younger, mid-20s to early 30s, early 30s and older) and because with this grouping, we had a sufficient number of respondents in various subgroups (based on WA and activity) to permit valid analyses of the data. Family income was measured on a three-point scale (Table 4) , and education was measured on a five-point scale (Table 4) .
RESULTS
Participant Characteristics
One hundred thirty-two adults with CP participated in this study. The sample consisted of 66 men aged 20 -41 yrs (mean ϭ 29, SD ϭ 5.5) and 66 women aged 18 -39 yrs (mean ϭ 27, SD ϭ 5.4), including 66 individuals (50%) who walked with- www.ajpmr.com Physical Activity in Cerebral Palsy out an assistive device, 13 (10%) who walked with an assistive device, 29 (22%) who did not walk and used a manual wheelchair for transport, and 24 (18%) who did not walk and used a power wheelchair. Thirty-three participants (25%) were active at least 20 -30 mins at a time 4 times or more a week, 37 (28%) were active as such 2 or 3 times a week, 31 (24%) were active once per week to once per month, and 31 (24%) were completely inactive. For the purposes of further analysis, we grouped together all participants who reported PA as "active" (n ϭ 101), and we defined "inactive" as those individuals who did not engage in any PA (n ϭ 31). This was necessary to avoid having subgroups with numbers insufficient for meaningful analysis. Table 1 shows the frequency of respondents according to who answered the questionnaire, activity level, and WA. The number of respondents to each question and the percentages according to WA and activity for variables that were significantly or close to significantly (P Ͻ 0.08) related PA are shown in Tables 2 and 3 . Table 4 lists the variables that were unrelated to PA.
Preliminary Analysis
The respondent (proxy or participant) had a significant or near significant effect on variables 1 and 3 from Table 5 and on variables 8 -10 and 12  from Table 6 The impact, however, was weak and explained only ϳ5%-10% of the variances (as quantified by the Nagelkerke R) in the responses. We thus pooled the data from the two respondent groups. According to the 2 analysis, only three variables were significantly or close to significantly related to the response method. A self-or proxy report of decreased range of motion (ROM) in the arms (Table 6 , variable 8) was potentially associated (P ϭ 0.074) more with a face-to-face interview than with either a telephone interview or completing the questionnaire by mail. The same pattern was found (P ϭ 0.042) for those who had consulted a physician for limited ROM (Table 6 , variable 4). It, therefore, seems that individuals with upper-limb problems preferred to use a response method that did not necessarily involve the upper limbs. Given that it was our desire to maximize recruitment, this finding, in our opinion, supports our decision to have multiple methods of responding. The other variable that was potentially (P ϭ 0.06) affected by the response method was the lack of a desire to be more physically active (Table 6 , variable 3). The individuals in this group were more likely to have responded via a telephone interview compared with a face-to-face interview or by mail. Given that only one variable out of 30 was potentially affected by the response method in a manner that we could not explain, we did not distinguish further between individuals according to their response method.
Walking Ability
The odds of being active among individuals whose main means of self-transport was to walk without an assistive device was 6.3 times (P ϭ 0.01) than that of individuals in the other categories, all of which were statistically equivalent. The odds of being active among walkers (with and without an assistive device) was significantly higher than among nonwalkers (OR ϭ 3.75; P ϭ 0.002). Eighty-six percent of walkers and 62% of nonwalkers reported that they were physically active. a Information in addition to walking ability; walking ability variable systematically added to all logistic regressions. Significant results (P Ͻ 0.05) are bolded. Potentially significant results (P Ͻ 0.08) are italicized.
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Additional Independent Variables Potentially Related to PA
Sixteen of the 30 additional independent variables also yielded significant or potentially important information related to PA. These results are summarized in Tables 5 and 6 .
The findings detailed in Table 5 are best understood as situations favoring the probability of being active. The ORs provide information in addition to that of WA. The results of the three analyses depicted in this table are more relevant for the participants who walked (order of results is according to the strength of the ORs of this group). For the group who walked, the odds of being active were significantly higher for participants with physical health evaluated as good, very good, or excellent (Table 5 , variable 1) or for participants who were younger (Table 5 , variable 2). There was also a near significant (P ϭ 0.06) effect for the odds to be higher for participants who walked and whose mental health was perceived (by themselves or by a proxy) to be excellent (Table 5, variable 3) .
A more detailed analysis of physical health (see Table 2 for categories and Table 5 for the analysis) showed that, for the group who walked, the odds of being active were clearly higher (OR ϭ 5.9; P ϭ 0.01) in the (median) "good health" subgroup compared with the adjacent "fair health" subgroup. For walkers in the other physical health categories, there were no significant differences; i.e., there were no significant differences between the poor and fair health subgroups, or among the good, very good, and excellent health subgroups. The effect of physical health on the nonwalkers was uncertain (P ϭ 0.11). With respect to age, detailed analysis showed that, for the participants who walked, any change in the age category (see Table 2 for categories), moving from older to younger, increased the odds of being active by 2.6 (P ϭ 0.03). For the selfor proxy perception of the participant's mental health, there was a positive effect on PA for participants whose mental health perception was "excellent." As can be seen in Table 5 , this relationship was significant for the entire group, approached significance for the individuals who walked, but was not significant for the nonwalkers. Table 6 presents results best understood as situations favoring the probability to be inactive. Again, as WA was added to all the regression analyses, the ORs provide information in addition to that contained in the WA variable. Because the group who walked and the group who did not walk had significant results, the order of presentation is according to the ORs for the group as a whole. For the group who walked and the group who did not, the odds of being inactive were higher when there was a self-or proxy report of a decrease in ROM in general during the past 3 yrs (Table 6 , variable 1). There was also a trend for a self-or proxy report of a decrease in ROM in the upper limbs (Table 6 , variable 8) to be relevant to the higher odds of being inactive for the group as a whole (P ϭ 0.08) and perhaps for the nonwalkers (P ϭ 0.12), but these results are inconclusive. A self-or proxy report of a decrease in shoulder ROM (Table 6 , variable 10) may have been relevant but only for the nonwalkers (P ϭ 0.08). A self-or proxy report of a decrease in lower limb ROM was not related to PA in either group (not shown). The need to consult a healthcare professional because of a perceived decrease in ROM (Table 6 , variable 4) was also associated with higher odds of being inactive, mostly in nonwalkers (P ϭ 0.04 for all participants and P ϭ 0.07 for the group who did not walk). A decrease in ROM was explained to participants and proxies as the joint(s) bending or straightening was overall less than previously or less compared with able-bodied peers depending on the variable. The difficulty in bending and straightening was not considered a part of the ROM definition. A self-or proxy report of a deterioration in walking capacity (Table 6 , variable 13) was only relevant for the walking group because only individuals who walked answered this question. Such deterioration was strongly associated with a higher OR for inactivity. A similar but less certain pattern was observed with the measure of psychological distress (Table 6 , variable 11), where a high level of distress was associated with higher OR for inactivity, but again, only for the group who walked (P ϭ 0.05). Use of medication for a breathing problem (Table 6 , variable 2) for the nonwalkers (P ϭ 0.07), or for stiffness (Table 6 , variable 9) for the walkers (0.06), may have been associated with a higher OR of being inactive. Stiffness was explained to participants and proxies as "difficulty" bending or straightening a joint. The total amount of bending or straightening possible was not considered a part of the definition of stiffness. The use of a medication for fatigue could not be tested because only one participant mentioned taking such medication. Increased pain (Table 6 , variable 5) or increased fatigue (Table 6 , variable 7) during the past 3 yrs was associated with a higher OR for inactivity among walkers but not among nonwalkers. An increase in stiffness (Table 6 , variable 6) seems more linked to inactivity in the overall group (P ϭ 0.06). To be prone to fatigue (Table 6 , variable 12), notwithstanding if it increased during the past 3 yrs (Table 6 , variable 7), was associated with a higher OR for inactivity in nonwalkers. The desire to be more active (Table 6 , variable 3) may be indicative of a higher OR to be inactive in the group who walked, although such an observation needs to be confirmed in further studies. The OR is high (4.8), but the probability of such an OR (P ϭ 0.15) is clearly above the usual significance level.
A few variables that were hypothesized to affect PA were not related to the odds of being active or inactive (Table 4) , and thus these analyses are not shown. Except for an increase in pain, no further information could be obtained from questions such as "Do you feel pain?", "Which limb (upper or lower) is causing pain?", and "Do you use a medication for pain?" No variable regarding balance (Do you sometimes lose your balance? Did it happen more frequently during the past 3 yrs?) revealed any additional information. Unless a breathing problem increased during the past 3 yrs, such a problem did not change the odds of being active in any group. Use of the services of a rehabilitation center and service satisfaction did not seem to be related to the level of PA. Finally, except for age, no additional information was found in sociodemographic variables, such as sex, education, family income, and marital status. Only one nonwalker and 28% of walkers were married in this relatively young group of participants.
DISCUSSION
The main findings in this study were that individuals with CP who walked were more likely to be physically active and that factors influencing the probability of being active or inactive differed between walkers and nonwalkers.
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The finding that the ability to walk, with or without an assistive device, was associated with a higher probability of being physically active was expected and in agreement with previous reports in persons with CP. [5] [6] [7] [8] [9] [10] Although not directly studied to date, the literature suggests that this relationship between WA and PA may be related to the physical activities in which individuals engage. Similar to what is reported for the general population, 15 walking is a common PA for adults with CP. 5, 6, 10 In the study by Turk et al., 6 for example, walking was second only to swimming as the most frequently reported PA (58% vs. 63%).
A positive perception of physical and mental health was relevant to being physically active in the walking group but not in the nonwalking group. Gaskin and Morris 16 also reported a moderate, positive correlation (r ϭ 0.34) for general health and PA in a group of 51, 19-to 66-yr-old adults with CP, but the correlation was not significant, given the small sample size. A positive relationship between perceived health and PA has also been consistently found in the general adult literature. 13, 14 Data from a postal survey of 2636 women (20 -65 yrs) from diverse socioeconomic and cultural backgrounds, for example, showed that those who reported health constraints were less likely (OR ϭ 0.51, 95% CI: 0.42, 0.62) to participate at a higher level in sports and exercise. 17 The finding of no clear and significant relationship between perceived health and PA in the group who did not walk is in keeping with the findings of Heller et al., 11 who found no relationship between health status (in this case as assessed by the caregiver) and PA for a group of adults with CP, where most (87%) did not walk (no separate analysis available for the walking and nonwalking groups). Individuals with CP who walk seem to behave similarly to the general population, where a perception of poorer health status has been seen as a barrier to PA, 13, 14 whereas perception of health status is neither a barrier nor a facilitator to PA in individuals with CP who do not walk.
For the group who walked, an increase in the severity of additional health problems or complications during the past 3 yrs (deterioration in ROM in general, increased pain, increased fatigue, and decreased WA) was associated with being inactive. Deterioration in additional health problems or complications over time are frequently reported in studies of adults with CP.
5,18 -21 Jahnsen et al. 5, 20 noted that 35% of their group with CP reported deterioration in walking skills and that this deterioration was related to not being regularly physically active. The findings of this study are similar, with 33% of walkers reporting deterioration in walking skills, and this deterioration related to higher odds for being inactive. Additional health problems or complications were also related to being inactive for the group that did not walk. The dominant pattern, however, was not deterioration in several additional health problems or complications but rather ROM issues. Deterioration in general in ROM during the past 3 yrs was significantly related to increased odds for inactivity. Having a medical examination related to decreased ROM and decreased ROM in the shoulders both emerged as strong trends (P ϭ 0.07 and P ϭ 0.08, respectively) for being inactive. Given that the dominant pattern for additional health problems or complications favoring inactivity are different for walkers and nonwalkers, it follows that future work in PA interventions should address the unique needs of each group separately. Fatigue was related to being inactive for both the walkers and the nonwalkers but not in the same manner. For the walkers, as noted above, an increase in fatigue during the past 3 yrs was related to being inactive. The perception of being prone to fatigue was not relevant to being inactive for this group. For the group who did not walk, the pattern was reversed (being prone to fatigue was relevant to PA, an increase in fatigue during the past 3 yrs was not). Jahnsen et al. 5 also found fatigue to be related to the probability of being inactive, although no separate analysis of walkers and nonwalkers was reported. Data pooled from several studies have shown that, in the general adult population, being physically active vs. being sedentary reduces the risk of feeling fatigued (OR ϭ 0.61; 95% CI: 0.52, 0.72), although mechanisms for this finding are unclear. 22 From these findings, it seems that additional health problems or complications related to CP and general health issues are more relevant to being active or inactive in adults with CP than the sociodemographic variables that were assessed. Of the sociodemographic variables investigated in this study and typically associated with PA in the general population, 13, 14 only age was linked (negatively, as expected based on the general population) to PA and only for the participants who walked. Although it is generally recommended to have a wider age range than in this study when investigating the relationship between PA and age, 13 it has been shown that PA decreases even over a narrow age range. Using data from the population-based Behavioral Risk Factor Surveillance System for 1996, Pratt et al. 23 showed that there were 7% fewer men and 2% fewer women between 30 and 44 yrs of age who regularly participated in moderate PA compared with men and women 18 to 29 yrs of age. That being said, our results for age should be taken with caution, given that we found differences in a narrow age range. Having a large age-range for studies with adults with CP is, however, a challenge. Older adults have been underrepresented even in population-based studies with adults with CP. 21 We allowed for a proxy respondent for individuals who could not answer for themselves because of their severe intellectual impairment. According to a recent population-based (n ϭ 6000) report, 24 ϳ30% of individuals with CP have such impairment. Failure to have included such subjects in our sample would have severely affected the extent to which it was representative of the target population. The use of a proxy does not seem to have had a great influence on the responses. Only 6 of the 30 variables were significantly or close to significantly affected by the respondent, and in each case, only 10% or less of the variance was related to who answered the questionnaire. Because the participant and proxy groups differed with respect to activity level and WA (Table 1) , one cannot be certain that even this minimal effect was not simply caused by these other factors. That being said, the use of a proxy remains a potential confounding factor, with the variables such as perception of physical and mental health and stress, and to some extent pain because it is not possible to ascertain the validity of assessing these perceptions by proxy. As noted above, it was our intention to include individuals with all levels of severity in this study, which required the use of a proxy for individuals incapable of answering for themselves. Because such individuals to a great extent depend on their caregivers to interpret most of their needs and to act accordingly, we judged it useful to consider the proxy responses in the analysis.
Recent literature 25 has also suggested that even for the individuals who answered for themselves, simply asking for a self-assessment of physical and mental health, as we did, may not adequately assess these domains, especially in individuals with disabilities. In a population-based study (n ϭ 303,822, 66,763 with disabilities), Drum et al., 25 for example, showed that within similar health-rating groups, adults with disabilities report more "unhealthy" days than nondisabled adults. Thus, it is possible that we did not find significant relationships between PA and perceived mental and physical health in the nonwalkers because of what is termed the "disability paradox," 26 where the perceived health of these individuals is higher than one might expect based on the number of healthy or unhealthy days. Adding questions that ask the individual to estimate the number of physically or mentally unhealthy days over the past month and how many of these days interfered with activities of daily living may give a better indication of the person's health, whether they have a disability. 27 The majority (64%) of the respondents completed the questionnaire over the phone. We did, however, allow individuals the option of a face-toface interview or of responding by mail. A recent overview 28 of systematic reviews assessing the impact of response methods on health-related questionnaires concluded that it is difficult to determine with any certainty the general effects of response methods on the questionnaire answers because factors such as differences caused by the response setting or real differences between the people in the various response groups can also affect the data. Within these limitations, the use of different response methods in our study seems to have had a minimum impact on the results. Only 3 of 30 variables showed a significant or near significant relationship between the method and the response patterns. For two of these variables, moreover, it seems that allowing individuals to choose their method may have helped to minimize response bias because individuals with reported upper-limb problems chose a method that made potentially less demands on the upper limbs, i.e., having a face-to-face interview rather than a telephone interview or responding by mail. The use of multiple response methods may, however, have obscured the relationship between the desire to be more active and the level of PA. For the walkers, inactivity was associated with a high OR for being inactive. The relationship, however, was not significant because of a large confidence interval.
Based on available information, it does not seem that there was a selection bias with respect to sex or the severity of CP (% walkers and nonwalkers). The distributions for sex and CP severity in this sample are in keeping with other populationbased data from individuals seen in children's treatment centers. 29 The proportion of individuals with severe intellectual impairment, however, is ϳ10% higher than what one would find in the general population with CP, 24 which perhaps reflects that these individuals move around less and were easy to locate. Thus, it is possible that individuals with mild or no intellectual impairment, but with severe physical impairment, may have been underrepresented in this study. We do not, however, have sufficient data to confirm this or to speculate as how such a bias might have affected our results.
The sample size in this study does not allow definitive conclusions about large numbers of variables. To be statistically valid, each variable drawn from the questionnaire in this study had to be tested one at a time. Such a repetition may result in a larger number of significant results compared with reality. As this work is meant to aid future researchers in their choice of variables that should be taken into account in PA studies, this bias tends to favor a more conservative approach. Although the probability of discarding relevant variables is low, this approach may mistakenly identify a few www.ajpmr.com Physical Activity in Cerebral Palsy variables as statistically significant. Such a bias can be easily corrected in future studies. Also, this work was not meant to be an exhaustive search for all possible determinants of PA in adults with CP. To advance knowledge in this area, future work may wish to examine factors not addressed in this study or in the literature to date. Various environmental factors, for example, have been shown to be relevant to PA in the general population, 13, 14 but to the best of our knowledge, this type of information is lacking for the adult CP population.
In conclusion, for adults with CP, WA, as has been previously reported, was positively related to being physically active. Aside from age, which had a negative relationship with PA, sociodemographic factors did not seem relevant to determining PA levels. Several factors related to additional health problems or complications were relevant to PA in CP. These factors were, however, not necessarily the same for individuals who walked and for those who did not walk. Perception of health and deterioration were more relevant to the walkers, whereas ROM issues seem to be more relevant to the nonwalkers. Our conclusions serve as a starting point for constructing hypotheses that can be tested in studies with larger sample sizes, larger age ranges, and more diverse information collected (including the effects of the environment on PA). Such studies would allow for more complex modeling of PA in adults with CP.
